H6604

incentivized and given unfair advan-
tage over rail transit, and I would like
to see them compete on equal footing.

So let me say, don’t be afraid of the
future. The future is coming anyway.
Those who stand up and say, Well, we
can’t have a bill that’s going to help
America get off fossil fuels and cut
greenhouse gas emissions because it’s
nothing but a tax, understand that the
folks who told you about tax-and-spend
liberals and all of that—look, we’ve
only had a President and a Democratic
Congress for a few months. This stuff
wasn’t inherited. You want to talk
about spenders and debt accumulators?
Those guys sit on the other side of this
Chamber.
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The fact is, the progressive future
this country needs is in the hands of
the people who are going to help Amer-
ica get into a green, clean future.

This bill, this ACES bill that is being
marked up right now, that has already
gone through Energy and Commerce,
that is in the Agriculture Committee
now. This bill is undone and needs the
input of all America, people who have a
progressive vision for America, people
who aren’t afraid of the future, not
people who cling to the status quo and
what happened yesterday, but people
who want something better for tomor-
row and are willing and have the cour-
age to try to get it.

That’s the Progressive Message for
tonight. I want to thank everybody for
tuning in.

Mr. Speaker, I yield back.

————
HEALTHCARE REFORM

The SPEAKER pro tempore (Mr.
MINNICK). Under the Speaker’s an-
nounced policy of January 6, 2009, the
gentleman from Illinois (Mr. KIRK) is
recognized for 60 minutes as the des-
ignee of the minority leader.

Mr. KIRK. Mr. Speaker, tonight,
what we would like to talk about is a
new and positive medical reform agen-
da as Congress prepares to debate
health care in the United States.

I want to focus this discussion on
what we should be for—a bipartisan
and centrist agenda for the United
States—and compare our country to
plans in other countries to make sure
that we take the best of all medical
care around the world but don’t rep-
licate some of the problems that we see
both here and abroad.

When we look at a comprehensive re-
form agenda that would receive wide-
spread support both in the House of
Representatives and the Senate, we ba-
sically unify around eight major
themes.

First, we want to make sure that we
guarantee that medical decisions are
kept in the hands of patients and their
doctors and not a new government bu-
reaucracy.

Second, we want to lower the cost of
insurance to make sure that the com-
petitive advantage that the TUnited
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States could enjoy would be realized,
and that also individual costs for all
American families are lowered.

We want to increase the number of
Americans who have health insurance
to make sure that more and more fami-
lies have the peace of mind that they
need to protect their family incomes,
their health, and most importantly,
their lives.

We want to allow Americans to keep
the insurance they like because we
know that over 80 percent of Ameri-
cans—and especially voters—report
that they are either satisfied or ex-
tremely satisfied with the health insur-
ance plan they have.

And we want to make sure that we
replicate the doctor’s principle, that
first we should do no harm. And in the
Congress, on health care policy, we
should follow that advice.

Fifth, we would like to improve qual-
ity and accountability and make sure
that especially the cost of defensive
medicine is reduced and that we know
exactly what we are doing with regard
to health care outcomes to make sure
that we are maximizing the treatment
and cures provided when a patient pre-
sents in a health care facility.

We want to increase personal respon-
sibility, especially for many of the de-
cisions Americans are making because
we know that if they lose weight, quit
smoking, and stop drinking, their
health care will improve dramatically.

And, finally, we want to lower de-
mand for more Federal borrowing at a
time when the United States is already
reporting that it will borrow $1.8 tril-
lion this year. It is difficult to argue
that we should turn every family’s
health care over to the Federal Govern-
ment, an institution which is already,
as the President says, ‘‘out of money.”

When we look at health care across
the world, we see that the percentage
of patients who wait more than 2
months to see a specialist is not a dra-
matic issue in the United States, but
this is front-page news in both Canada
and the United Kingdom. According to
the Commonwealth Fund International
Health Policy Survey of Sicker Adults,
they report that about 10 percent of
Americans wait more than 2 months to
see a specialist, but one-third of Brit-
ons do, and approaching half of Cana-
dians wait a long time for health care.

We know that health care delayed is
health care denied. And imagine—espe-
cially if the specialist that you need is
an oncologist, someone who treats can-
cer—what a 42-week wait would be as
compared to what we see in the United
States.

Secondly, we know from asking
Americans, What is the most impor-
tant thing you would like to see in
health care?, they say lowering the
cost of their health insurance. Many in
this body also say the number one pri-
ority is to expand health care coverage
so that Americans who do not have
health insurance can get it. I would say
those two goals are very important,
but the most important goal of health
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care is to determine whether you live
or die, to make sure that, especially if
you are facing health care challenges
of the most severe degree, you have the
greatest chance for you or a member of
your family to survive. This is most
clear in the case of cancer.

When you or I or a member of our
family gets that terrible diagnosis
from a doctor that you will be fighting
cancer, the question is often asked,
How much time do I have? Will I be
able to survive? When we look at The
Lancet, Britain’s number one medical
journal, they did a ground-breaking
study of cancer survival rates across
Europe, Canada, and the United States
and found that you are more likely to
survive in the United States than you
are in especially European countries.

They looked at a number of different
cancers. For example, prostate cancer:
a 78 percent survival rate in Europe—
which is fairly good—but a 99 percent
survival rate if found in the United
States. Bladder cancer: only 66 percent
of Europeans survive bladder cancer, 81
percent of Americans. Breast cancer: 79
percent of Europeans will survive
breast cancer, but 90 percent of Ameri-
cans. And uterine cancer: 78 percent of
Europeans will survive, but 82 percent
of Americans.

Why is it that Americans are doing
so much better against cancer than Eu-
ropeans? Part of it is because in Can-
ada and Europe advanced oncology
medicines to fight cancer are re-
stricted; and especially imagery to find
cancer, either through x rays, MRIs or
CAT scans, are much more available in
the United States to find cancer, espe-
cially at its earlier stage, which means
that Americans, bottom line, have a
greater chance of surviving cancer
than Europeans.

When we look at b-year survival
rates, overall the picture is also stark.
Women fighting cancer have a 63 per-
cent chance of surviving if they are
treated in the United States. That sur-
vival rate drops to just 56 percent in
Europe. For men, the difference is even
starker. Sixty-six percent of American
men will survive a cancer diagnosis,
only 47 percent of European men.

Bottom line, once again we see,
across both men and women, you are
much more likely to survive cancer in
the United States than in European
countries. And much of the reason why
is because in countries in which the
government controls more of the
health care sector, they restrict access
to oncology medicine and to imagery.
That means that cancer is found later
and is fought with less aggressive
drugs, meaning that Europeans will die
at a higher rate than Americans.

When we look at high-tech medical
procedures in Britain, Canada, and the
United States, many people would say
that health care costs are derived by
too much access to high-tech medical
care. But what we see here is that sur-
vival rates are higher in the United
States, meaning high-tech is good. And
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the chance of your family member sur-
viving improves when you have access
to oncology medicine and MRIs.

We see the differences between Brit-
ain, Canada, and the United States
most clearly here where Britain, who
has had the longest record of socialized
government-controlled medicine, has
very low rates of providing dialysis
care as opposed to the United States.
In coronary bypass, we see even Cana-
dian rates are much lower. And espe-
cially in coronary angioplasty, the
United States far outdistances coun-
tries with socialized medicine, leading
to higher survival rates and better out-
comes for Americans over patients who
face socialized medicine.

When we look at quality outcomes,
this is another study showing the
amount of time that you have to wait
to see a specialist doctor. In this Com-
monwealth study, they rated the per-
centage of people that had to wait
more than 4 weeks to see a specialist
doctor. This is not a critical issue in
the United States, but once again,
front page news in the U.K. where we
see the rate of patients that have to
wait and, therefore, are denied care is
three times the rate of the U.S. rate in
Canada and in the United Kingdom as
opposed to the U.S. And only Germany
has a level somewhat equaling the U.S.
record of getting you to see the spe-
cialist you need when you need to see
it without a wait.

This is another chart which shows
patients having very long waits. We see
that in the United States, only 8 per-
cent of Americans have to wait more
than 4 months to see a key specialist,
but 41 percent of people in Britain.
Imagine getting a diagnosis of cancer,
knowing that it is in your body, and
being told that you had to wait more
than 4 months before you could even
see the specialist that you need to sur-
vive. This is why we are quite worried
about the restrictions that would be
caused and denial of care in a social-
ized system.

Remember also that since the U.S.
Government is $1.8 trillion in debt just
this year, if you give control of your
health care to the government and the
government is already out of money,
how will it try to save money to rectify
the deficit? If it’s in control of your
health care, it may do what the Cana-
dians and Britons do, which is control
your access to care.

I am very happy to be joined by my
co-Chair of The Tuesday Group, Con-
gressman DENT from Pennsylvania,
who has been a leader on health care
and has engaged in a number of these
international comparisons.

Mr. DENT. Thank you, Congressman
KIrk, for your leadership on health
care. As you know, we have been work-
ing diligently to come up with some al-
ternative ideas. And the chart that you
have just identified in terms of cancer
survivability rates as well as health
care costs, I think really drives home
the point that Americans all across
this country understand: that we have
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a health care crisis, we particularly
have a crisis in cost. And they under-
stand, too, that depending on how we
engage in health care reform could im-
pact the care they receive.

Americans are concerned about med-
ical breakthroughs, innovation, and
quality. They’re also concerned about
the ability to get the care they need
when they need it because they under-
stand that if care is delayed, care is de-
nied.

And you pointed out some inter-
esting cancer survivability statistics
from Canada. Interestingly enough, an
anecdote: there is a member of Par-
liament in Canada, I believe she was a
member of the Liberal Party. She is a
great proponent of the Canadian health
care system. And what happened is
that she contracted breast cancer, and
for whatever reason, she decided she
needed her care in the United States. It
created quite a controversy in Canada
because it really spoke to the issue in
Canada, which was that the Canadian
system was good enough for all the Ca-
nadians, but not for this particular
member of Parliament. And it spoke to
the issue of two tiers of system, one for
those who are in Canada, and those
who, when they can’t get the care that
they need when they need it, they sim-
ply go south—because much of the Ca-
nadian population lives within 50 miles
of the American border. So the second
tier of Canadian health care can be pro-
vided across the border, and people pay
top dollar.

So I think that’s something that we
have to talk about quite a bit as we en-
gage in this discussion: that we under-
stand that care delayed is care denied,
that people understand that the costs
are rising, and that we have to come up
with solutions.

I am going to be, at some point to-
night, talking about medical liability
reform, why we need that. And that is
a major cost driver. Defensive medicine
costs have gone up significantly be-
cause of the tort system in the United
States. We understand that there is
just too much money being spent in
the courtroom and not in the operating
room. I think we all understand that.

We are also joined tonight by our
friend and colleague from western
Pennsylvania, TiM MURPHY, Dr. MUR-
PHY, who has a background in psy-
chology, and also has a great deal of in-
terest on this issue.

At this time, I would be happy to
yield to my friend and colleague from
western Pennsylvania.

Mr. TIM MURPHY of Pennsylvania. I
thank my friend from Pennsylvania
and also thank Congressman KIRK of Il-
linois for putting together this impor-
tant session tonight to talk about
health care.

One of the concerns that comes up re-
peatedly when you talk about health
care is the cost. And one of the things
that happens, as Washington deals with
it, is two approaches: one, they say
health care is expensive, let’s have the
government pay for it, which means
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you raise taxes. And the other one they
say, health care is expensive, let’s deal
with insurance issues, perhaps some
tax credits, which means it’s still taxes
that pay for it. And I understand in
both cases we are trying to lower
health care cost, but neither one really
gets to the root of that, and that is,
dealing with some of the issues that
have to do with improving the quality
of health care to make it more afford-
able and accessible. So I would like to
focus a little bit on some comments to-
night that specifically address this
issue of how we lower health care
costs.

As part of the plan that Congressman
KIRK and Congressman DENT have led
here for our group in coming up with
some cost savings in health care, one of
them has to do with trying to make
sure we are providing health care to
those who are not able to afford it. We
know that currently the government
provides assistance for those who have
a low income through Medicaid, for the
elderly through Medicare, for veterans
through the VA; but for those just
above the level of Medicaid income,
that’s the group that we are really
deeply concerned about because we
want to make sure they get the care
they need.
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One thing that’s also important then
is to make sure they have a health care
home. Those who have a doctor or a
specialist they can go to when they
have an illness are much more likely to
have that illness treated in a timely
manner to provide a cure for them.
Care delayed, care denied. When we
look at how Medicaid and Medicare op-
erate, that it really sometimes takes
an act of Congress to get something
done, that’s care delayed. Let me give
you a couple of examples about how
there are problems with that. Let’s say
you have a stroke and an ambulance
takes you to a suburban hospital.
Sometimes those hospitals do not have
a neurologist. Many times they don’t
have a neurologist on staff 24/7 or a ra-
diologist. So what happens? Wouldn’t
it be great—imagine a world whereby a
neurologist, through telemedicine, for
example, could connect up with the pa-
tient, looking at them on a video cam-
era, the patient seeing the doctor. That
doctor could be half a country away or
could be 20 miles away, whatever it
may be, doing the exam with the as-
sistance of a nurse on site. Look at the
signs, look at the way the patient re-
sponds, and be able to diagnose and
offer, does that patient get one type of
treatment, which 1is if there are
blocked arteries in the brain leading to
the stroke, or another type of treat-
ment which might be hemorrhagic,
that is, a burst artery. Each one criti-
cally different life-saving treatments.
It could mean the difference between
the patient who lives and dies. Also it
could make a difference between the
patient who has years and years of
physical therapy, occupational ther-
apy, and speech therapy or one who has
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a shorter recovery time. Because when
you have a stroke, time is brain. That
would make sense if we imagined that,
but Medicare doesn’t cover that. In-
stead, it’s going to take an act in Con-
gress—I know our friend and colleague
Lois Capps from California has been
pushing a bill for a while to allow
Medicare to do that. This is not a new
idea, but we have to take an act of
Congress to do this. Or how about
this—if you are going to get something
called home infusion therapy to pro-
vide an IV line, to provide some med-
ical treatments to you, you could do
that at home, in many cases, with in-
surance companies, but not necessarily
with Medicare and Medicaid because
they want you to go to hospital where
you have to go all the way to the hos-
pital, and your risk for problems could
increase. It’s also going to take an act
of Congress to make it so that hos-
pitals actually have to state what their
infection and complication rates are. I
always find it amazing, you can go on-
line and you can find out, if you are
shopping for a new car, everything
about that car. You want to shop for
clothes, you can go all over the place,
checking out the quality reports, con-
sumer reports, all those things on that.
If you want to look up the records on a
hospital, am I more likely to get sicker
or better when I am there, you can’t
find out that information. As my
friends know, for a number of years I
put forth a bill to provide transparency
in this area, whereby you could look up
and find out the infection rate of a hos-
pital. This is critically important be-
cause nosocomial infections, that is in-
fections you pick up in a hospital or
clinic, kill 100,000 people each year,
cost $50 billion, and there are 2 million
cases. Sadly, Senator BYRD, one of our
colleagues in Congress, is right now
suffering a staph infection; and many
of our colleagues have had a family
member who has faced the same prob-
lem. It would be nice to know, and the
advantage of having that information
out there is that you can look it up,
and you could find out. Hospitals that
have paid attention to this have actu-
ally reduced some of their infection
rates to near zero. That’s what we want
to see, but it’s going to take an act of
Congress to change that.

Mr. KIRK. I think one of the key les-
sons that we want is, we want Ameri-
cans to have health insurance as good
as a Congressman, but we don’t want
them to have to call their Congressman
to get good health care. One of the
things that we’ve also seen is that the
United States really stands out in a
couple of areas that drive health care
costs up. We have very little to no Fed-
eral lawsuit reform in the United
States for health care, meaning that
defensive medicine is the practice of
the day in our country as opposed to
other countries because doctors are so
likely to be sued. Another is that, yes,
Americans generally have a higher de-
gree of obesity as compared to other
countries. And so the Congress and the
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President, on a bipartisan basis I
think, will have a lot of common
ground in working and encouraging a
reduction in weight by Americans be-
cause this will lower health care costs.
One of our key experts on how lawsuits
drive health care costs up is our col-
league from Pennsylvania as well, Con-
gressman DENT.

Mr. DENT. I thank the gentleman for
yielding. In Pennsylvania, of course,
we have been in a crisis state for some
time with respect to medical liability.
In fact, my colleague Tim Murphy re-
members the great debates we had in
Pennsylvania about the need for joint
and several liability reform, to make
sure that the award would be basically
proportional to the degree of fault. We
felt that that was something that was
absolutely essential. Caps on non-
economic damages, another area we
were greatly in need of reform in Penn-
sylvania. Also the notion of a periodic
payment as opposed to one big lump-
sum award. One could pay those pay-
ments out over a period of time. Some-
thing that, again, was absolutely es-
sential. In the city of Philadelphia, in
particular, we had a very real crisis. In
fact, at the time a group called Jury
Verdict Research had done a number of
studies about the jury awards and set-
tlements coming out of the city of
Philadelphia. The average jury award
at that time was somewhere around $1
million. The rest of the State, on aver-
age, was a bit less than $500,000. In fact,
it got so bad one year that there were
more awards and payouts out of the
city of Philadelphia than in the entire
State of California; and the city of
Philadelphia has a population of about
1.5 million people. So what we had to
do was find ways to get cases out of the
city of Philadelphia, out of those
courts. So Congressman MURPHY and I
actually passed legislation that would
have essentially required the cases be
heard in the county where the alleged
malpractice incident occurred, and we
supported it in Harrisburg. So that
made complete and total sense. Con-
sequently, we tried to pass it legisla-
tively, but we ended up having the Su-
preme Court establish a rule to essen-
tially provide that kind of a remedy.
What happened is, we saw the number
of cases heard in Philadelphia drop dra-
matically as a result of that. So that
was just another example of the prob-
lems.

Also, we have many people in this
country who must go to an emergency
room for care. They go to the emer-
gency room, and oftentimes emergency
room physicians and staff are the sub-
ject of lawsuits. But those same physi-
cians must provide care under Federal
law, something called EMTALA; and
essentially what that means is that
they must provide care. So I think
what we should do is provide medical
liability relief to those emergency
room physicians by treating them as
Federal employees, not that they’re
going to be on the Federal payroll. But
for tort purposes, in the Federal Tort
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Claims Act, they would be relieved
from those types of lawsuits. Because
we’ve had situations across this coun-
try where trauma rooms have been
forced to close down. It’s dramatic. We
also had a situation where we met an
obstetrician recently from one of the
hospitals in the city of Philadelphia
who actually said, The only reason why
we deliver babies is to train our stu-
dents. We lose money. There are many
doctors who choose not to deliver ba-
bies these days because of liability.
And in Philadelphia I know one hos-
pital, I think it was Methodist Hos-
pital, stopped delivering babies. One of
the teaching institutions only delivers
just so that they can train their resi-
dents. They lose money, and it’s very
costly to them. But they do it as a
service and as a way of training physi-
cians. But that’s a very sad state of af-
fairs when we can’t deliver babies be-
cause of the high costs.

Mr. KIRK. I think the gentleman’s
point is well taken, especially in com-
paring two States and the average pre-
mium for health care in these two
States. In New Jersey, the average pre-
mium totals over $6,000 per person, a
State that has very little lawsuit re-
form; and a number of the other re-
forms that we are talking about in our
reform bill that we will be outlining
next Tuesday from the GOP centrists
are not there in New Jersey. In Cali-
fornia, a number of the successful re-
forms that we’ve put forward are there;
and the average cost of our premium is
just $1,885, meaning that if you back
the kind of reforms that will be in the
outline bill that we put forward next
Tuesday, you can drop the cost of
health care by thousands of dollars per
patient.

Mr. TIM MURPHY of Pennsylvania.
As an important part of this, we're try-
ing to drive the point that the losses
themselves do not guarantee quality.
But it’s quality that is very important.
I believe you have a chart up there
about some tests and procedures. I
wonder if you could explain and com-
ment on them a little bit.

Mr. KIRK. When we’re looking at
preventive care, which is so essential,
in many countries with government-
controlled systems, because these sys-
tems are generally out of money, as
governments generally are, they have
restricted access to preventive care. So
particularly in a Pap smear and a
mammogram, two essential procedures
in finding cancer in women early, we
see that 89 percent of American women
will have had a Pap smear within the
last 3 years, but only 77 percent of
Britons. In a mammogram as well,
American women are 86 percent, where-
as women in the United Kingdom are 77
percent. All of these major industri-
alized powers, allies of the TUnited
States, have much lower access to care,
even though they have government
systems.

Mr. TIM MURPHY of Pennsylvania.
That brings up an important point of
how in the U.S. system we handle such
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things as dealing with breast cancer
and cervical cancer. One of the sad sto-
ries in this country is, more often than
is necessarily believed, the U.S. han-
dles lumps, et cetera, by providing
mastectomies to women. Other coun-
tries may not do that. In part, it may
be that the tests come much lower, are
much more difficult to get in other
countries; but it also brings up the
other point. We need to make sure that
physicians are empowered to provide
that ongoing primary care so they can
monitor the patients, get the tests
they need. Unfortunately we have a
system that pays for quantity, not
quality; that pays for defensive medi-
cine, not really working on prevention.

Let me read you an important quote.
This comes from the New Yorker mag-
azine, an article entitled The Cost Co-
nundrum by Atul Gawande. It’s about
Texas towns. It says that between 2001
and 2005, critically ill Medicare pa-
tients received almost 50 percent more
specialist visits in McAllen, Texas,
than in El1 Paso and were two-thirds
more likely to see 10 or more special-
ists in a 6-month period. Why? It was a
different approach to care and, that is,
providing more care, providing more
surgical procedures, et cetera, doing
more tests that were not necessarily
warranted. You have another area, like
where the Mayo Clinic is up in Roch-
ester, Minnesota, where that domi-
nates the scene. They have fantas-
tically high levels of all this techno-
logical capability and quality; but its
Medicare spending is in the lowest 15
percent in the country, $6,000 per en-
rollee in 2006, which is $8,000 less than
the figure from McAllen, Texas. I bring
that up to say that in the U.S., it is a
part of what you are describing that
patients need access to these tests in a
timely manner, number one; but num-
ber two, we also need to make sure the
physicians and nurses and all medical
specialists are getting the information
they need to make sure the quality is
what we’re driving here. When you are
dealing with just issues of insurance or
just issues of defensive medicine, you
are not necessarily driving quality.
You are driving more tests.

Mr. KIRK. One of the other things
that we’ve been concerned about is the
increasing price of medical malpractice
insurance in the United States. Espe-
cially if you look between 2000 and 2002
for obstetricians and gynecologists, for
physicians, for internists in general,
you’ve got an explosion in the cost of
buying insurance. We do not have 30
percent more malpractice in America
in just 2 years, but what we may have
is a 30 percent greater chance of being
sued in America, the most litigious so-
ciety on earth. All of this drives health
care costs up, as physicians have to
cover the cost of malpractice insurance
and, of course, over-prescribe tests and
other procedures.

Mr. DENT. I would like to get in a
few statistics about this. This is a very
interesting and pertinent subject, this
whole discussion of the cost of health
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care and why it’s rising. Defensive
medicine costs the U.S. as much as $126
billion per year. That was out of a 2003
HHS study. One-third of the
orthopedists, obstetricians, trauma
surgeons, emergency room doctors and
plastic surgeons can expect to be sued
in any given year. The data for 2006
shows 71 percent of the medical liabil-
ity cases are dropped or dismissed.
Only 1 percent of the cases result in a
verdict.

Mr. KIRK. So 71 percent are dropped,
but a payment is still made because
it’s a settlement, and that’s going to
drive up insurance rates anyway.

Mr. DENT. And the physicians and
hospitals have to hire attorneys to de-
fend themselves. So there’s a lot of
time, effort and money expended just
to prepare and fight this battle, only to
have it dropped. So there is still a cost
incurred even though the case is
dropped.

Mr. TIM MURPHY of Pennsylvania.
Another issue with regard to this bill
we’ve introduced has to do with allow-
ing doctors to volunteer their services.
And here is something that only the
United States would mess up in our
government. Community health cen-
ters, which provide great health care at
home for people with lots of different
services from primary medical care,
dental, mental health, pediatric care,
et cetera. But they are strapped for
money. In many cases they have a 15 to
20 percent shortage of family physi-
cians, OB/GYNs, et cetera. The doctors
are covered under the Federal Tort
Claims Act. The Federal Government
handles their malpractice at a lower
cost for them. But if a doctor wants to
volunteer, they’re not covered. Basi-
cally if a doctor says, I would like to
give my time to work a couple days a
month, offer my time on a volunteer
basis, the clinic has to turn them away
because they cannot afford the full
price of their malpractice insurance. It
is the opposite in a free clinic, where if
a doctor is paid, they have to cover
their own insurance. But if they volun-
teer, they are covered under the Fed-
eral Tort Claims Act.

We have a bill we’ve been trying to
get in for a number of years to allow
doctors to volunteer. The advantages
people have at health care home, it is
a much lower cost. It even reduces the
cost for Medicaid patients to go there
by some 30 percent, and it focuses on
getting the doctor near the patient and
the patient near the doctor and elimi-
nating any incentive of defensive medi-
cine, any incentive to do lots and lots
of tests just to make up for the losses.

Mr. DENT. Before we get on to our
next topic, I just want to mention one
thing. What’s the point of this whole
discussion? I was talking about the ris-
ing costs. But in Philadelphia, pre-
miums rose 221 percent for OB/GYNs in
the city of Philadelphia. That is be-
tween 2000 and 2008. Premiums rose 149
percent for general surgeons in New
Jersey. Premiums rose 348 percent for
internists in Connecticut over that
20002008 period.
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Mr. KIRK. But does it mean though
that doctors in Connecticut were 300
percent worse 2 years later?

Mr. DENT. Absolutely not.
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The point is, this drives up costs, not
just in terms of the liability payments
that the doctors and the hospitals must
incur, and many physicians are now
working in hospital-based practices in
part because they can’t afford liability
insurance, so the hospital must pick up
that bill and they are struggling to
make these payments.

The point is, it raises costs not just
for the doctors and the hospitals, but
the tests that are going to be pre-
scribed and administered and treat-
ments perhaps proposed just to protect
themselves. This will drive costs up.
They are protecting themselves against
lawsuits.

What is the other issue? Access to
care is a consequence, that there will
be less access, that doctors won’t de-
liver babies in the city of Philadelphia.
That means people don’t have access to
an OB. That is important. I think that
is the point. It drives up costs and it
limits access, and Americans want ac-
cess to health care and need the care
when they must get it.

Mr. KIRK. The bill that we are going
to be putting forward by the centrists
on Tuesday has a number of liability
reform provisions authored by Con-
gressman DENT, and community health
center and volunteer liability provi-
sions authored by Congressman MUR-
PHY.

One of the things we talk about is ac-
cess to care. A critical issue coming up
is the uninsured. Now, the Census Bu-
reau indicates that there are about 45.7
million, about 46 million people in the
country who are lacking insurance. Of
those, about 9.5 million are non-citi-
zens, and the question we have to ask
is, should we provide taxpayer-funded
care to those people who are not le-
gally present in the United States?

About 12 million of the currently un-
insured are already eligible for public
programs. Because of lifestyle or be-
cause of their choice, they haven’t even
signed up for the health care that the
government already will provide them.
About 7.3 million have higher incomes
than most Americans. They make over
$84,000 a year. And about 9 million are
only temporarily uninsured.

As you can see here from an older
chart showing 49 million uninsured, a
large number of the uninsured were un-
insured temporarily, only 5 months,
and another 25 percent were uninsured
for only 6 months, leaving about 53 per-
cent of this cohort uninsured for a long
time, a group we all agree should be ad-
dressed.

When you take 45.7 million people
uninsured, remove the noncitizens, re-
move the people who haven’t signed up
for the government programs they
have already been eligible for, remove
people who have higher incomes than
most Americans and should buy it any-
way, and remove the temporarily unin-
sured, you get down to a number of
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only 7.8 million. But this might not be
a big enough number for a government
takeover.

Mr. DENT. If the gentleman will
yield, one of the interesting demo-
graphics with respect to the uninsured
population, I think we really need to
focus on this like a laser beam. Over
half, I believe, 55 percent of the people
lacking coverage in America are under
the age of 35. Many of them are insur-
able. Those college-age kids up to age
35, they tend to be more insurable than
much of the rest of the population.

So I believe we do have some sugges-
tions and proposals as a way to cover
that population, get them into an af-
fordable catastrophic coverage that
they will need in the event that some-
thing dramatic happens in their life
where they need that kind of coverage.
I would like to talk about that a little
later. But that is another statistic I
don’t think we talk enough about.

Also, there are a large number of peo-
ple uninsured who are currently eligi-
ble for programs, whether they be Med-
icaid or the Children’s Health Insur-
ance Program.

Mr. TIM MURPHY of Pennsylvania.
If the gentleman will yield. As you
know, many of those younger folks you
are talking about consider themselves
to be the invulnerables. They don’t
need insurance, they are never going to
get sick. The problem becomes one
that when they don’t do that and they
do get sick and they do end up in the
emergency room, we pay for it. It is
important that we remove any barriers
and provide every encouragement and
incentive for them to purchase that in-
surance that many times the employer
does offer.

Mr. KIRK. I want to just point out,
and I do want to go on to expanding
health care insurance, we find for
many small businesses they lack
health insurance for their employees,
and we ought to allow small businesses
to join together. For example, the
Libertyville Chamber of Commerce As-
sociation Health Plan is right now pro-
hibited under Federal law. We should
allow small businesses to band to-
gether to create large insurance pools
on their own, because we know half of
all Americans work for small busi-
nesses, and many don’t have a plan
through their employer, and that will
be included in our legislation.

Mr. DENT. And that is a very impor-
tant point. You know, there are so
many people out there who need cov-
erage, and there are so many things we
can do to help. You just mentioned the
idea of allowing employers to reach
across State lines and realize greater
discounts. That is critical.

But the other issue, too, to help the
uninsured, we know that employers re-
ceive favorable tax treatment. They
get a tax exclusion that is very bene-
ficial to helping them provide health
care coverage to their employees. That
is a good thing. We want to protect
that. There are about 1656 million
Americans that have health care
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through their employers in many re-
spects, and what we should do is give
the individual who lacks insurance, if
his employer cannot provide it to them
or if they are self-employed or on their
own, give them the opportunity to buy
health insurance and give the same
kind of favorable tax treatment to the
individual that we currently give to
the business. That would do a lot to
help cover particularly that younger
population that is relatively healthy
and insurable.

Mr. TIM MURPHY of Pennsylvania.
In addition to that, it has to do with
how they purchase it. The Federal Gov-
ernment recognizes that if we allow
people of low income to pool together
they can negotiate better prices. The
VA does this all the time. They com-
bine the purchasing power of the VA to
purchase for veterans across the Na-
tion. Yet we don’t let individuals do
that.

We don’t let a small business that
only has half a dozen employees or 20
or 50 employees to join other busi-
nesses of the same type, and that wall
placed by insurance companies and by
the government leads to higher costs.
We ought to allow businesses to do the
same thing the Federal Government
does and use that as a mechanism to
drive down costs substantially.

Mr. KIRK. One of the things that you
have put forward, Congressman MUR-
PHY, is the need for public health clin-
ics, et cetera. I think that puts forward
a critical point right now missing in
the debate.

We know that of the uninsured, by
this estimate 44.7 million, of the unin-
sured, currently 14.7 million are al-
ready eligible for public coverage.

Mr. DENT. That would be Medicaid
and SCHIP.

Mr. KIRK. That is right, Medicaid,
SCHIP and other State programs. But
as we found in the State of Massachu-
setts, when a mandate that everyone
has to buy health insurance is put for-
ward, what they have generally found
is that a technical and legal solution is
not adequate.

They thought that by putting a
health insurance signup machine at the
entrance of every emergency room in
the State they would register and col-
lect the required number of people who
hadn’t yet signed up for the public as-
sistance that they were eligible for.

What they found is, for a small per-
centage of the most difficult patients,
either because of alcohol, drug abuse or
law enforcement problems, these pa-
tients were not registering under simi-
lar names, not registering under simi-
lar addresses, and were failing to re-
port for appointments and other pre-
ventive care, meaning for that very
small percentage of Americans, we
need to provide an open public clinic.

It is the much-more appropriate
health delivery system than an insur-
ance system, because for this small
group of Americans we have different
names, different addresses and dif-
ferent lifestyles, and yet we still want
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to provide care. But having a 100 per-
cent insurance mandate didn’t do it.
You needed to do it through a public
health clinic.

Mr. TIM MURPHY of Pennsylvania.
And as you described, it brings the
thought too that in addition to people
having this hodgepodge of how dis-
jointed a difficult system that does not
allow individuals or employers to pur-
chase insurance is, we oftentimes look
upon other solutions and think, well,
they are not purchasing it for other
reasons, and we artificially keep those
things high, and we keep a system that
also incentivizes lots of tests, we
incentivize a system that is really dys-
functional.

In that I bring to my colleagues’ at-
tention an article published by the New
England Health Care Institute that
said out of this $2.4 trillion health care
system, this Nation wastes about $700
billion a year, and all these inefficien-
cies have to do with care delivery, even
beyond that of what we are talking
about here, with the tax, the incen-
tives, the insurance and barriers we set
up too.

Mr. KIRK. One of the things that we
want to make sure is sometimes in this
debate when you hear about the unin-
sured, you may have the impression
that the Federal Government doesn’t
spend any money already providing
health care to low-income and needy
Americans.

As this chart, already somewhat out-
dated from 2004 shows, it is a total of
almost $35 billion in assistance given
to cover the uninsured. But one of the
problems has been that some of the pa-
tients directly eligible for these gov-
ernment programs don’t sign up.

Mr. DENT. The gentleman, Mr. KIRK
from Illinois, pointed out an inter-
esting point. He mentioned the Massa-
chusetts health care experiment. What
they did in Massachusetts, they had a
universal mandate for coverage, but
they did not do anything to deal with
the cost issue.

So what happened in Massachusetts
is while the numbers of those who were
being provided coverage through the
various programs in Massachusetts
through the mandates, those costs
rose, but the ability of the taxpayers to
meet those rising costs, of course, was
limited. So what does the government
do? It restricts care, it denies treat-
ment, it denies service, it rations care.
That is sort of a microcosm in Massa-
chusetts of what happens in perhaps
some other Western European coun-
tries or perhaps even Canada.

I am not here to either praise or con-
demn those systems in Western Europe
and the United Kingdom or in Canada
or anywhere else. They are different
systems. And people need to under-
stand that what happens in those sys-
tems when the costs continue to rise
for health care and there aren’t the tax
dollars to meet those costs, they deny
care. I think we all know that people
are concerned about cures and not
treatments. They want to be treated
like human beings and not numbers.
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Unfortunately, that can happen in
those systems where you have a single-
payer system. You take a number, wait
for your dialysis, wait for your hip re-
placement, if you can wait that long. If
you are a Canadian, if you have the
money, you come across the border and
get the care you need when you need it.
We need to have this very sober discus-
sion.

Mr. KIRK. By the way, the gen-
tleman points out Canada, a country
that has basically a two-tier health
care system, the Canadian health care
system, and then when you are denied
care, which is especially prevalent in
any care needing advanced imagery or
new oncology medicines to fight can-
cer, the relief valve is they come to the
United States. Some Canadian doctors
call it ‘““Fargo-ing a patient,” meaning
when a patient is denied care or care is
going to be tremendously delayed
under the Canadian system, they will
then refer that patient to Fargo, North
Dakota, where they will immediately
get care under the U.S. system.

The concern I have though is if we
have the government take over health
care, where will we be able to drive?
Where will we be able to go? That is
why in our legislation that we will be
outlining on Tuesday, it includes the
Medical Rights Act, and the Medical
Rights Act says this: We guarantee the
right of patients to carry out the deci-
sions of their doctors without delay or
denial of care by the government.

The legislation protects the right of
each American to receive medical serv-
ices as deemed appropriate by their
doctor.

Mr. TIM MURPHY of Pennsylvania.
Let me add to that. That is a great
base to be moving from that what they
do there does need to be these basic
rights outlined, because we have a sys-
tem that stands with huge barriers be-
tween doctor and patient and much of
that barrier is the government.

The government through Medicare
and Medicaid, for example, handles
cost controls by delaying care, by de-
nying care and by denying or dimin-
ishing payment. So physicians and hos-
pitals that are paid, for example, 30 or
40 percent less for Medicare services, or
saying you are not allowed to do these
other tests, we are not going to pay for
it, end up promoting a situation that is
more based on quantity than quality,
and that actually increases many costs
and increases the chances for fraud and
abuse. In Pennsylvania, there was news
in the paper of just millions of dollars
again of abuse in this system.

What is so important is if you have
the patient and the doctor in charge of
their care, you incentivize quality, you
make sure the doctor has timely infor-
mation through electronic medical
records, et cetera. Those are important
things which we are not doing yet as
part of this.

But then you look at other clinics,
you look at a Mayo Clinic, you look at
the Geisinger Plan, you look at the
University of Pittsburgh Medical Cen-
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ter, ones that have really focused on,
We are going to change the quality and
delivery of care and focus on outcome—
you actually see those costs go down.
That is part of the focus we need to
have.

With that, I yield back to my col-
league.

Mr. KIRK. Let me just follow up. I
want to talk about some of the solu-
tions we are going to put forward, be-
cause what is lost sometimes in this
debate is we agree with the President
that we should lower costs. We agree
with the President that we should ex-
pand health care. But we think we have
a better way.

Many times in partisan debate people
can say that we have no alternative. So
we have spent about 90 percent of our
time coming up with that alternative.
We want to make sure that we guar-
antee the rights of each patient in the
doctor-patient relationship so that you
or a loved one in your family is allowed
to carry out the decisions made by you
and your doctor and not be interfered
with by a government bureaucracy.

Also though we are focusing in our
legislation coming up on lowering the
cost of insurance through alliances,
through equalizing the tax benefit for
individuals so they get the same ben-
efit that employers get when they buy
health insurance, and obviously what
we have talked about here, lawsuit re-
form.

Mr. DENT. That was the point I made
a few moments earlier about equalizing
the tax treatment. That is a point we
are stating; that the 165 million Ameri-
cans—I think that is about 60 percent
of our ©population—has insurance
through their employers, but those in-
dividuals who cannot afford insurance,
and there are a lot of them out there,
unfortunately, cannot afford their in-
surance, but they get no favorable tax
treatment themselves. Their employer
receives it, as they should, that treat-
ment, but the employee, the worker or
the self-employed individual should get
that same favorable treatment.

That is a way to really help particu-
larly the younger population, some of
whom have some capacity to purchase
insurance. They may be relatively
healthy, but they choose not to pur-
chase it. Some use the term ‘‘the
invincibles.”” Obviously they are not.
But they need insurance, and we can
help that population afford a reason-
able, comprehensive plan.
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And that’s one of the major parts of
the reform that you and I have worked
on. And I think we can do this in a bi-
partisan manner. I think there are
plenty of people in this room, on both
sides of the aisle, that would be willing
to vote for this type of commonsense
reform that’s going to help people get
access to care and coverage.

Mr. KIRK. And here’s what we’ve
been working on. We want to equalize
the benefit so that if you buy your own
insurance, you get the same tax benefit
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that an employer gets when it buys for
employees.

But here’s what I'm concerned about.
There are ideas building in strength
now, in the Congress and downtown,
that talk about cutting the tax benefit
that employers get for providing health
insurance to their employees.

One study by the Llewellyn Group
says that if that tax break that em-
ployers get for providing care to their
employees is cut, 100 million Ameri-
cans will lose their health insurance.
And so a health reform bill, ironically,
will cut the number of Americans who
have their own insurance from 170 mil-
lion to 70 million.

Our bill, our positive alternative,
goes in exactly the opposite direction.
We’re enhancing employer-provided
coverage and making sure that it’s
more available.

But I yield to the gentleman.

Mr. DENT. That’s an astounding sta-
tistic from the Llewellyn Group. When
you talk about 100 million Americans
potentially losing their health care,
where will they go to get it? That’s
really the issue. So that employer ex-
clusion, that favorable tax treatment
is absolutely essential to making sure
that many Americans are able to main-
tain their coverage. And that’s the
first thing we have to protect in this
whole discussion. We have to protect
that first.

And some of the proposals that are
floating around this capital, as you
correctly pointed out, would either
eliminate that exclusion or severely
limit it as a way to finance whatever
kind of program they’re advancing.
And this is big money.

So I just wanted to share that with
the American people, make sure they
understand that that seems to be the
primary funding mechanism that many
are looking at to finance whatever
kind of health care system would be
proposed, whether it’s a government
option or some other proposal, single-
payer. That’s something to be con-
cerned about.

Mr. KIRK. That’s what we worry
about. They’re talking about maybe a
$1 trillion cost of a government plan.
And so the most obvious response with
such a cost is a huge income tax in-
crease, but we know most Americans
oppose that.

Some, including Ezekiel Emanuel,
one of the heads of the President’s ad-
visory committee, has talked about a
national sales tax on top of the other
tax, but I think there’s significant op-
position to that. So they’ve talked
about cutting back on the tax benefit
that employers get when they provide
health care to their employees, but by
this estimate, it could cost over 100
million Americans their health insur-
ance.

I yield to the gentleman.

Mr. TIM MURPHY of Pennsylvania.
As that goes, when we look at the gov-
ernment running a plan that costs $1
trillion, that’s several hundred billion
more than the Pentagon. And I'm not
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sure that people would say the Pen-
tagon, for all the pride we have of all
our soldiers, our sailors, our airmen
and marines, I doubt that people would
say that’s the model of economic effi-
ciency.

Would they say that Social Security
run by the Federal Government is the
best investment system? Would they—
I mean, pick a system that the Federal
Government runs, and it’s hardly seen
as the best. We know we have a lot of
dedicated employees there, but often-
times they are saddled and handcuffed
by regulations.

We have a system that is still, after
all these years, Medicaid, that has been
around since the 1960s, so fraught with
inefficiency that it invites waste, fraud
and abuse. It has not been revamped.

An article that appeared in the New
England Journal of Medicine a couple
of weeks ago by Victor R. Fuchs was
saying we’ve got to fix this system
first; otherwise—and I go back to this
article from the New Yorker. It says
this: Providing health care is like
building a house. The task requires ex-
perts, expensive equipment and mate-
rials, and a huge amount of coordina-
tion. Imagine that, instead of paying a
contractor to pull a team together and
keep them on track, you paid an elec-
trician for every outlet he rec-
ommends, a plumber for every faucet
and a carpenter for every cabinet.
Would you be surprised if you got a
house with 1,000 outlets, faucets and
cabinets at three times the cost you
expected, and the whole thing fell
apart a couple of years later?

That’s where we are with our health
care system. It must be focused on
quality and on outcome. And I worry
that if we have a government-run sys-
tem and this bureaucracy created, it’s
going to be a matter between you and
your doctor and this Congress. To get
anything done, it’s going to take an
act of Congress or bureaucracy. That’s
going to be such a huge cost on top
that all the people will say, well, it’s
going to be less involved with regard to
administrative cost. I don’t see how
that is possible, given the track record
we have.

Mr. KIRK. If the gentleman will
yield, we also not only see other exam-
ples of the government poorly running
the bureaucracies that it already has
taken over, but recently the govern-
ment took over the largest bond dealer,
Bear Stearns. The government has
taken over the largest insurance com-
pany, the American International
Group, and the government has taken
over the largest car manufacturer, GM.
And I don’t think that any us of would
argue that the government is running
it better in their current states.

Mr. DENT. And if the gentleman
would yield, to follow up on that point
you were just making about govern-
ment ownership and autos and finan-
cial services and elsewhere, let’s talk a
moment about health care. And there’s
an idea being floated about called a
government option, which needs to be,
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I think, fully understood and vetted be-
fore the public. But that government
option many fear may become the only
option for insurance because a govern-
ment option coverage perhaps would be
able to offer it at a much lower cost
than any kind of a private sector insur-
ance product. And the fear is that you
would have a backdoor government
takeover of our health system through
this government option, a very real
concern.

And again, I just don’t think that we
should lose sight of the fact that if
we—this turns into a backdoor, single-
payer system or a government take-
over of health care, what will soon fol-
low will be rationed care, that is, wait-
ing lines, delays, denials of care.

Mr. KIRK. I want to emphasize the
point the gentleman raises. Not only, if
we create a government health care
program, will it compete and may be
the lowest cost option because it has a
taxpayer subsidy, but that taxpayer
subsidy may be paid for by ending some
of the tax break that employers have
in providing health care to their em-
ployees.

Mr. DENT. 165 million Americans.

Mr. KIRK. Right. And so, employers
seeing that they don’t get a tax break
anymore for giving health care to their
employees will simply cancel your
health insurance program, and then
the government will be your only op-
tion.

Mr. TIM MURPHY of Pennsylvania.
As this goes, I mean, I believe the gov-
ernment does have a role in terms of
providing regulations, standards of
clinical excellence, and pushing compa-
nies toward this constantly. Provide
the oversight that says, if you’re going
to be spending the taxpayers’ money on
Medicaid, Medicare and the VA, we
want to see quality measures.

So, if the Federal Government’s
going to put up money for electronic
medical records, to say we need to see
you driving constantly towards inter-
operability, towards intelligence sys-
tems, towards integrated systems, to-
wards ones that are highly interactive
with the physician. If the Federal Gov-
ernment can play a role in pushing peo-
ple towards higher quality, I worry if
the Federal Government is the prime
owner of this, will the Federal Govern-
ment, itself, push things towards that,
and that’s were I have trouble reck-
oning that.

Mr. KIRK. I am going to keep this on
the positive side because what we’re
doing is we’re putting together a posi-
tive alternative. And one of the other
reforms that we will be outlining is to
dramatically expand the number of
Americans who can have a health sav-
ings account, very much like an IRA,
so that they can save, especially in
their younger, more healthy years, in a
tax deferred account that they will use
to make up for their deductible ex-
penses and their health insurance.

Over time, as with our IRAs, an ac-
count balance will build up. And then,
if each of us reaches the age of Medi-
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care, at 65, with a balance in that ac-
count, that account either can become
part of our retirement plan or eventu-
ally a part of our estate to our chil-
dren.

This is a much more flexible way of
providing health care and, more impor-
tantly, it’s owned by you, not by a gov-
ernment bureaucracy.

I yield to the gentleman.

Mr. DENT. Well said. And I think we
should focus on solutions. We’ve talked
a lot about the challenges and the
problems and the costs, but it does
come down to solutions. And I think to
sum up what we’ve been talking about
tonight in terms of our solutions, you,
Congressman KIRK, have been a great
leader on the Medical Rights Act. And
to make sure that that sacred relation-
ship between doctor and patient is not
violated, we have to protect that prin-
ciple, and that notion must be pro-
tected up front.

As we lower the cost of insurance,
we’ve talked about some ideas about
making sure that businesses can reach
across State lines, they can reach
across State lines, realize greater dis-
counts so they can provide more afford-
able coverage to their employees.
That’s a cost issue.

Medical liability reform, and we’ve
given some specific examples of things
we can do on medical liability reform
to help lower the cost of care. Abso-
lutely critical.

We want the States to be innovative.
We want them to be innovative. And
many States, I believe 34 States, have
high risk pools, some of which work
reasonably well, and others are not
very effective. And so how can we help
States innovate, to provide ways to
make sure people receive coverage,
particularly that uninsured population
I think we’re all generally concerned
about. That’s that population that is
chronically uninsured, and maybe it’s
about 10 million people. I don’t have
the statistics in front of me, but some-
where around 10 million people are
chronically uninsured. They’re not
that under-35 population, but people
who really need help and may have a
preexisting condition that prevents
them from getting picked up. Or a per-
son, right now, let’s face it, a lot of
people are more—what they’re afraid of
more than losing their jobs is losing
their health care coverage. And I think
we have to make sure that we take
care of that population, uninsured who
have a preexisting condition. We need
to help them, particularly if they’re
high risk. And that’s where we can use
the States, I think, to be very, very in-
novative.

And the other thing that we have to
talk about too, and we don’t talk
enough about it, but I think people
want to see medical breakthroughs in
the United States. They want quality
and they want innovation, and they
don’t want an average system.

And I've always been struck. I visited
the country of Ecuador once with my
family a few years ago, and I was
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struck. The tour guide was telling me
about their national system, and then
we drove by the hospitals. They’re
right next to each other, the public
hospital and the private hospital, and
you could tell which was which vis-
ually. The private hospital looked like
a hotel, a very inviting place. The pub-
lic hospital, unfortunately, looked like
a building that was somewhat dilapi-
dated. And that’s what just frightened
me, two tiers of care. Now, this is a
Latin American country. Some might
call it a third world country. But nev-
ertheless, that’s what I saw, and I
would never want to see that happen in
America.

Mr. KIRK. If the gentleman would
yield. What you heard tonight is focus-
ing on positive outcomes, making sure
we reform health care, less defensive
medicine, deploy health information
technology, health individual savings
accounts.

We have spent far less time criti-
cizing the President and far more time
outlining a new positive agenda. But to
close tonight, I'd like to turn to Dr.
MURPHY, who’s been more in the health
care system than all of us, to finish us
out.

Mr. TIM MURPHY of Pennsylvania.
When I look at this, I want Americans
and all of us to imagine a system that’s
based upon cures and based upon out-
come, a system where doctors are in
charge of your health care, not insur-
ance companies, not the government.
And I know that both sides of the aisle
are deeply concerned about this. It is
not that one side or the other wants in-
surance companies or the government
to win. We all want patients to win,
Democrats and Republicans alike. But
we must have a system that’s focused
upon this, not that creates incentives
because we’re paying people so low to
do more and more tests, not to pro-
mote more and more medical proce-
dures, but to really focus on this out-
come. We can do this through these
things we’re doing, the patient and
doctor in charge. Don’t create more
barriers. Make sure we have all the ef-
ficiency there for quality. We can do
those things. Imagine what can hap-
pen. Imagine the possibilities. And let’s
just not throw it out and say it’s too
difficult; let the government run it.

With that, I yield back to my col-
league, Congressman DENT.

Mr. DENT. Just in conclusion, I just
think we want to say a few things. I
think in our health care system we cer-
tainly want our system to be focused
on prevention, not maintenance. We
want cures, not treatments. The sys-
tem should be about doctors, not law-
yers. We want patients to be treated
like they want to be treated, like
human beings. They want to be treated
like people and not some number,
something abstract. They want to be
treated like a human being.

And so, because at the end of the day,
we all want our loved ones to be cared
for. You don’t want them to have to
wait. You don’t want to see your moth-
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er, like mine, who’s 80 years old be told
that she’s contributed her whole life,
relatively healthy, we don’t want to
tell her, I'm sorry, we’re going to dis-
card you now that you’ve reached a
certain age. That’s what we are con-
cerned about.

So we’re going to try to work, I
think, in a bipartisan manner, try to
work in a way that embraces a lot of
ideas that we can all share. And short
of a government takeover of our sys-
tem, I think we can do that. We have
the capacity to do it. The American
people expect it of us, and I look for-
ward to working with all my colleagues
to come to that kind of result.

Mr. KIRK. I thank the gentleman,
and we will be outlining a positive set
of reforms that we think can attract
tremendous bipartisan support this
Tuesday, from the centrists.

Mr. PETRI. Mr. Speaker, today, President
Obama is in my home state of Wisconsin con-
ducting a town hall meeting to promote his
health care agenda.

| know that the residents of my home state
will tell him that they are struggling to keep up
with the rising cost of their health care pre-
miums, while others are simply unable to af-
ford health care coverage.

Many people in my state have lost their jobs
and fear that they won’t be able to afford their
children’s medication or that an unforeseen ill-
ness will bankrupt them.

Some individuals who have insurance are
simply staying in a job they don'’t like because
their next job may not offer health care insur-
ance.

Others who are happy with their insurance
worry that any drastic reform will force them
into a system that will limit their choice of doc-
tor or access to medical treatment.

| agree with the President that it is time to
fix the health care system in the United States
so that all Americans, all my constituents,
have access to quality affordable health care
coverage.

However, | strongly believe that any reform
that we consider in the House must be based
on a few important principles.

First, it must give everyone access to quality
and affordable health care.

All individuals should have the freedom to
choose the health plan that best meets their
needs.

Second, any reform should ensure a patient
centered system.

Patients in consultation with their doctors
should be in control of their health care deci-
sions and not government bureaucrats or in-
surance agents.

If your child or parent is sick, you should
have access to timely tests and treatments
and not subject to waiting lists or treatment
decisions dependent on anyone other than
you and your doctor.

Third, our health care system must empha-
size prevention and wellness.

Chronic diseases account for 75 percent of
our nation’s medical costs. By implementing
programs focused on preventing such things
as smoking and obesity-related diseases, we
will not only save lives, but reduce health care
costs.

And lastly, any reform needs to focus on
getting rid of the waste, fraud and abuse that
plagues our current system. Approximately
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$60 billion is lost due to fraud in the Medicare
program alone. We can’t afford to multiply that
number through a government takeover of our
entire health care system.

Our health care system needs to prioritize
efficiency, transparency, and results.

| look forward to working with Members of
both parties to ensure that these principles
guide any legislation we will consider in the fu-
ture.

————
GENERAL LEAVE

Mr. KIRK. Mr. Speaker, I would like
to ask unanimous consent that Mem-
bers have 5 legislative days in which to
revise and extend their remarks on the
subject of my Special Order.

The SPEAKER pro tempore (Mr.
BRIGHT). Is there objection to the re-
quest of the gentleman from Illinois?

There was no objection.

———
HEALTH CARE REFORM

The SPEAKER pro tempore. Under
the Speaker’s announced policy of Jan-
uary 6, 2009, the gentlewoman from
Pennsylvania (Ms. SCHWARTZ) is recog-
nized for 60 minutes.

Ms. SCHWARTZ. Mr. Speaker, I rise
this evening to begin what I hope will
be a Special Order time with my col-
leagues. It’s a little earlier than we
thought, so we’re going to see as they
make their way to the floor. Hopefully
they will be joining me.

But, as you know, there has been a
great deal of discussion about health
care reform. We just heard a Special
Order now from my colleagues on the
other side of the aisle talking about
health care reform and some of their
thoughts about it, and I think some-
times we focus very much on con-
troversial issues and some of the dif-
ficult decisions we have to make as we
move forward, and let me start with
what we’re trying to do on health care
reform, on this.

What we want to talk about tonight
is some of the very important work we
want to do as we really meet the Presi-
dent’s goals.
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He has laid out to us the goals for
health care reform, and they are really
threefold. They are to make sure that
we contain costs. The fact is that our
businesses have said to us that the high
cost of health coverage, providing
health benefits for their employees, has
gone up almost double digits every
year. And what that really means is
that we have doubled the cost of health
care benefits to our companies in the
last 10 years. That’s unsustainable for
our businesses, whether they are small
businesses that are trying to be eco-
nomically competitive in their commu-
nities or very large businesses that are
really functioning on the global mar-
ketplace and really competing with
companies that are in countries where
health care is not an individual em-
ployer’s responsibility and where costs
are more controlled. So we know it’s
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